The ubiquitous nature of cervical and thoracic somatic dysfunction requires osteopathic physicians to have a strong working knowledge of regional spinal mechanics and their functional and dysfunctional interrelationships.
this area. Similarly, Heinking and Kappler 11 reported that substantial suboccipital tissue texture abnormality is usually associated with changes in the ipsilateral upper thoracic and rib angle area, and Richards 12 stated that cervical somatic dysfunction is rarely found without related somatic dysfunction in the upper thoracic area.
Richards also stated that T2 to T4 somatic dysfunctions are common, as the sympathetic nerves to the head and neck originate in the upper thoracic region. Others have described cervical and thoracic postural abnormalities as being related through neurologic reflexes. [13] [14] [15] A predominantly muscular, ligamentous, or bony linkage between the cervical and thoracic regions has also been described. Thoracic, shoulder, and low back segmental somatic dysfunction and pain have been identified as potential causative or complicating factors in patients with chronic mechanical neck disorders and pain. [16] [17] [18] [19] Additionally, thoracic somatic dysfunction has been described as an important predictor of neck and shoulder pain. 16 The goal of the present study was to evaluate the association between occipitoatlantal (OA) somatic dysfunction and upper thoracic somatic dysfunction.
Although the relationship between the cervical and thoracic spinal regions has been previously demonstrated in clinical studies, the present study is the first to our knowledge to examine the specific relationship between so- The board determined the study to be exempt from requiring informed consent.
The prevalence data were collected from skills testing examinations that are required to be successfully completed at the end of the second academic year by all osteopathic medical students before they commence predoctoral clinical training. All MWU/CCOM secondyear osteopathic medical students who participated in the examinations during the study period were included in the study. No participating students were excluded from the study. To maintain student confidentiality, all of the students' names and identifying information were removed from the written examination records. Each written examination record was then characterized and identified by a numerical code. The understanding that somatic dysfunction in the OA region is associated with somatic dysfunction in the AA and the axial-third cervical vertebral units was previously described by Fryette. 23 Fryette stated that Table 3) . spinal cord segments T1 through T5. Additionally, nociceptive afferent fibers from the cervical region of the spine travel with the sympathetic nerves and synapse in sympathetic nervous system. [9] [10] [11] [12] 22, 25 In the cervical sympathetic nervous system, the preganglionic autonomic fibers originate in the intermediolateral gray column of erative thoracic disk contour changes at the levels of C7 through T1, T1 through T2, T2 through T3, and T3 through T4 were statistically significant in patients with cervical pain. These anatomical relationships further substantiate the findings that OA somatic dysfunction correlates with upper thoracic somatic dysfunction.
Myofascial continuity connects cervical somatic dysfunction with thoracic somatic dysfunction by means of muscular, ligamentous, and bony linkages. The concept of myofascial continuity is exemplified by the fact that muscular and ligamentous structures that attach to or span multiple joints exert their actions onto those joints and areas of the body. 29 Magoun 30 suggests that the fas- C2 C3 C5 C6 C7 T1 T2 T3  T4 T5 T6 T7 T8 T9 T10 T11 
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The primary limitation of the current study was the use of second-year osteopathic medical students as the study population. In our experience, medical students tend to be young, healthy, and generally asymptomatic. For the current study's topic-cervical and thoracic somatic dysfunction-it would have been more advantageous to study ambulatory patients in the clinical setting with cervical or thoracic spine symptomatology.
Another limitation of the current study was that the prevalence data were retrospectively collected from a formal assessment of osteopathic medical students' manipulative medicine skills. During this formal assessment, the teaching faculty were permitted to act autonomously and employ their unique diagnostic methods. Autonomous examiners can have poor interexaminer reliability. 33 To improve interexaminer reliability, future studies should either use a single examiner or include consensus training of examiners. [34] [35] [36] [37] The present study's retrospective design prohibited the incorporation of consensus training into the protocol. Additionally, this study design precluded the ability to collect, analyze, and comment on the ipsilateral relationship of cervical and thoracic dysfunctional mechanics because of the recording format of the student examination. 
